Occasionally when a patient has an extensive injury to both upper and lower jaw, tracheotomy may prove to be an emergency measure of great importance, especially in extensive gunshot wounds. To-day our attention is fortunately occupied more with civilian casualties than with gunshot wounds yet the principles which were laid down for the early treatment of wounds of the upper and lower jaw apply equally to the compound types of facio-maxillary injuries we meet to-day. These well-recognized principles are: (1) Excision of the skin edges in compound facio-maxillary injuries should be confined to devitalised tissue and no extensive debridement should be attempted. If the skin is thoroughly cleansed with soap and water or Cetavlon to get rid of dirt, most skin wounds will heal remarkably well owing to the excellent blood supply of the face.
Section of Laryngology
President-J. P. STEWART, M.D., F.R.C.S.Ed. [December 5, 1952] DISCUSSION ON THE MANAGEMENT OF INJURIES OF THE NOSE AND UPPER JAW Mr. E. G. Collins:
The Early Treatment ofFacio-maxillary Injuries [Abstract] Occasionally when a patient has an extensive injury to both upper and lower jaw, tracheotomy may prove to be an emergency measure of great importance, especially in extensive gunshot wounds. To-day our attention is fortunately occupied more with civilian casualties than with gunshot wounds yet the principles which were laid down for the early treatment of wounds of the upper and lower jaw apply equally to the compound types of facio-maxillary injuries we meet to-day. These well-recognized principles are: (1) Excision of the skin edges in compound facio-maxillary injuries should be confined to devitalised tissue and no extensive debridement should be attempted. If the skin is thoroughly cleansed with soap and water or Cetavlon to get rid of dirt, most skin wounds will heal remarkably well owing to the excellent blood supply of the face.
(2) Tension on skin wounds must be avoided. Where considerable skin loss is present such as may occur with an extensive gun-shot wound involving a sinus, no attempt should be made to draw the skin edges together. In such cases it is better to suture the skin to any mucous membrane available so that the edges of the fractured bone are protected.
(3) Where there is a badly comminuted fracture involving one of the paranasal sinuses below the wound, only loose pieces of bone should be removed. Any fragment that has a chance of survival should be preserved. A small entrance wound may conceal extensive bony injury below it and a further incision in the appropriate area may have to be made to allow adequate inspection of the sinus.
(4) Drainage is important but as an emergency measure in a severe compound fracture it is better not to carry out primary suture with drainage but rather to dust the cavity with penicillin-sulphonamide powder and pack with a gauze strip wrung out in saline.
I am conscious that, as a rhinologist in one of the forward areas, I tried too much in the way of intranasal drainage in the early months. Neither the time nor the place was really suitable.
Fractures of the Nasal Bones
In a discussion before this Section in 1942, Mr. Pomfret Kilner stated that very few nose and throat surgeons were sufficiently radical in dealing with simple fractures of the nasal bones. Nowadays we realize that free disimpaction and mobilization under general anaesthesia are essential. As Kilner pointed out, it is a useful check on the efficacy of treatment to make sure that the nose can be made to deviate readily to the side opposite to the original displacement. In the simple noncomminuted fracture no splinting is required and there is seldom any cartilaginous displacement. The severely comminuted fracture, however, presents a more serious problem. Often there is considerable swelling round the nasal bones and some delay in treatment may be both justifiable and preferable. An X-ray picture will sometimes reveal an injury to the maxilla which has not been recognized clinically owing to the swelling. Negus (1942) drew attention to the importance of maintaining asepsis and of applying some disinfectant to the nasal vestibules. I, personally, use penicillin cream for the nasal vestibules and 1 % ephedrine in saline nasal drops as a vasoconstrictor to improve the nasal drainage. The method of disimpaction with Walsham's forceps in the comminuted fracture is essentially the same as for the simple fracture but usually some form of splint is necessary. I use an underlay of Elastoplast covered by a Cellona plaster splint. The Elastoplast underlay secures closer apposition of the plaster to the nose than would otherwise be the case. Other satisfactory splints are the ribbon gauze and collodion splint of Negus and a dental stent or metal splint.
Only in the severely comminuted depressed fracture such as occurs in the "dish-face" deformity will it be necessary to retain the nose in a forward position by employing the more elaborate metal splint which is incorporated in a plaster head cap. I find cartilaginous fractures and dislocations most difficult to deal with. Though replacement is attempted and apparently a satisfactory position has been secured, the elasticity of the cartilage reasserts itself once the restraining influence of the finger stall pack is removed. In a particularly obstinate case of fracture dislocation of the nasal septum, I obtained a satisfactory result by a loop traction suture through the cartilage with the ends tied over a roll of gauze placed above the ala nasme on the side opposite to the displacement. Often, in fracture dislocations of the septal cartilage, subsequent submucous resection of the septum is necessary.
JULY-LARYNG. 1
Facio-maxillary Injuries Involving the Paranasal Sinuses
Injuries to the Fronto-ethmoidal Area
Injuries to the lacrimal bone may cause obstruction or injury to the nasolacrimal canal resulting in epiphora. Such a sequela can usually be avoided by disimpaction and good alignment of the fragments but, occasionally, a dacryocystorhinostomy operation may prove necessary. Obstruction of the nasofrontal duct may result in a vacuum sinus type of headache. By far the most important injury to the ethmoid is fracture of the cribriform plate with accompanying cerebrospinal rhinorrhcea.
Anosmia has been mentioned as a common symptom in this type of injury but in the cases I have Spen the sense of smell was seldom affected. The treatment of such cases belongs to the neurosurgeon. I understand that there is an, increased tendency to operate early on all these cases. A fascial graft is applied intradurally to the tear by an approach through a large frontal osteoplastic flap and the approach through the posterior wall of the frontal sinus has been largely abandoned even when this area is readily accessible owing to its involvement in some extensive compound injury. The argument advanced for early fascial graft repair is that, even if the cerebrospinal rhinorrhoea ceases spontaneously and the dural tear heals, the resultant scar is weak and liable to admit infection should subsequent sinusitis occur, whereas with a fascial graft the "dural seal" has-proved effective even in the presence of sinus infection. This opinion received support from the figures presented by Major Calvert to this Section in 1942 which showed that the results obtained by operating on cases of cerebrospinal rhinorrhea and intracranial aerocele were considerably better than those obtained by conservative treatment.
Frontal sinus fractures may be divided into two groups according to whether they involve the anterior or posterior walls. Simple linear fractures of the anterior wall can be left alone but, as suggested by Negus, a depressed fracture can often be levered up with a septal elevator by making an incision along the supra-orbital margin.
Where the posterior wall of the frontal sinus is involved, there is the potential danger of an accompanying dural tear and cerebrospinal rhinorrhcea may be present. Occasionally, however, a dural tear may be present without this revealing symptom and these cases form a very real problem. If the tear is unrecognized and the sinus becomes infected intracranial complications may develop, even some months after the injury. Is the neurosurgeon to operate on a case with a possible dural tear but no symptoms, or is he to adopt expectant treatment? Probably no firm answer can be given and each case must be considered on its merits after obtaining all the help possible from a good series of X-ray pictures of the skull.
It is, however, the severe compound coniminuted fracture of the fronto-ethmoidal region involving one or both frontal sinuses with cerebrospinal rhinorrhca that I should like to discuss. Schorstein (1944) , Calvert (1942) and other Army neurosurgeons, after closure of the dural tear, have advocated complete obliteration of the frontal sinus with exenteration of the ethmoid cells and removal of all mucosa as a routine procedure even though the frontal sinus shows no evidence of infeotion. However, some of the neurosurgeons rather doubt that the removal of the mucosa is altogether wise, e.g. Schorstein states: "Arguments may be raised against this latter procedure and the writer confesses that he is not convinced whether it is really necessary. It is certain that one can never remove it all, equally that its removal can do no harm." Caims (1942) also has expressed doubt about the wisdom of this mucosal eradication.
With our experience of frontal sinus surgery we should have some useful contribution to make on this point. Personally I believe it is an extremely difficult operation to obliterate a large frontal sinus satisfactorily without leaving any pockets and I consider the attempt at eradication of mucous membrane from a sinus which showsg no macroscopical evidence of infection a harmful objective, since, at best, the reformed mucosa is not comparable with normal healthy mucosa.
Our primary aim in all these frontal sinus injuries should be to prevent infection of the sinuses.
Provided there is satisfactory drainage to a sinus, the chance of infection, even in a severe compound comminuted fracture of the fronto-ethmoidal region, is not great especially if strict asepsis is maintained.
In Major Calvert's series of 100 cases there were only 3 in which there was clinical evidence of frontal sinusitis in the weeks following the injury. The risk of infection is probably greater with gunshot wounds than it is with ordinary civilian casualties.
Sinus treatment in any severe compound comminuted fracture of the fronto-ethmoidal region which is not clinically infected should be limited to removal of loose and devitalized pieces of bone only, retaining any pieces that have a chance of survival. Mowlem (1941) has found that bone chips are extremely resistant to infection. If this is the case there is all the more reason to suppose that the fractured walls of the frontal sinus will survive if they can get any reasonable blood supply. If injury to the fronto-nasal duct is suspected and the compound injury does not allow free inspection of the area of the fronto-nasal duct an incision along the supra-orbital margin should be made and the floor of the sinus removed if necessary. The fronto-nasal duct is then gently explored with a small frontal sinus cannula. Should the duct prove patent nothing further will be necessary except to close the compound wound and stitch in a small-bore polythene tube. Through this, daily instillations of 2 c.c. of crystalline penicillin solution (strength 1,000 units per c.c.) are made eighthourly for one week at the end of which time the tube is removed. If the fronto-nasal duct is extensively damaged further removal of ethmoid cells with enlargement of the fronto-nasal duct may be necessary though the more one can retain of the mucosa of the fronto-nasal duct the better. In this type of injury intranasal drainage can be secured by employing a medium-sized rubber catheter cut short, the expanded end being placed in the most depe*dent part of the frontal sinus and the other end stitched to the ala nasae. The penicillin instillation technique is again employed. If penicillin is also given parenterally for the first fortnight or three weeks after the injury the chance of any spreading osteomyelitis of the frontal bones is remote.
This conservative treatment can be performed in conjunction with the neurosurgeon after he has repaired the dural tear by a fascial graft and the follpwing is a good illustration.
Male, aged 45.
CASE REPORT
Whilst throwing logs on a circular saw the patient mistimed his throw and one of the heavy logs landed between his eyes. He sustained a compound comminuted fracture of both walls of the frontal sinuses, the ethmoids and nasal bones with a closed fracture of the anteromedial angle of the left maxilla. Due to rupture of the globe he had loss of sight in the right eye. He was admitted to the neurosurgical ward twenty-four hours after his accident with free leakage of cerebrospinal fluid from his frontal wound. Mr. Martin Nichols carried out a transfrontal exploration through a large osteoplastic flap. Both anterior fosse were examined and a dural tear 1 cm. in length was found just anterior to the cribriform plate on the left side with a considerable defect of the posterior wall of the frontal sinus in this area. Both walls of both frontal sinuses were, however, extensively damaged, more so on the left side. A large piece of the left supra-orbital margin was lying loose in the sinus along with a considerable number of finer fragments from the posterior wall of the left sinus and sinus septum. The diagrammatic reconstruction (Fig. 3) gives a clearer idea of his injuries than would be visible on the X-ray plates ( Figs. 1 and 2) . The non-viable fragments were removed but a number of others that had some periosteal attachments were retained and moulded as far as possible into position though accurate retention was difficult owing to the great comminution. Consideration was given to the question of draining the frontal sinuses but since, after reposition of the nasal bones, it appeared that the frontonasal ducts were patent and intact, we decided to dispense with drainage in the first instance, though we realized that a re-exploration of the sinuses for the provision of drainage might be necessary should infection supervene. A plaster splint was applied to the nasal bones. The reposition of the displaced upper and inner angle of the left maxilla was delayed for ten days as we did not wish to prolong the operation. Satisfactory reduction of this fragment was secured by a Caldwell-Luc approach and the insertion of an antral pack ten days later. In this case no intranasal opening was made as the structure of the lateral nasal wall was weak.
Convalescence was uneventful and the patient was discharged from the ward twenty-three days after admission (Figs. 4 and 5). He has attended for regular follow-up since. No infection of the sinuses has occurred up to the present time. It seems to me that this would have been precisely the type of case where an obliteration operation on both frontal sinuses would have been performed if the former routine of treatment had been adopted. contour.
Proceedings
The infected frontal sinus following a compound injury can be treated in a similar manner, provided the co-operation of the rhinologist is sought before any gross irreversible changes have occurred in the mucosa of the frontal sinus. The diagnosis of such an infection may have to be made largely on clinical grounds since the radiological appearances can be misleading. If every case of serious frontal sinus injury were handed over to the rhinologist by the neurosurgeon for regular follow-up the necessity for deforming obliteration operations on the frontal sinus would disappear.
The body of the bone is strong and is a buttress of protection to the contents of the orbit. It is seldom fractured itself-more usually becoming detached and displaced. The effects of the trauma are transmitted to the bones of its attachment and the lines of fracture are in this area involving structures and presenting problems of treatment which are in the province of the ear, nose and throat and the ophthalmic surgeon (Fig. 1) .
In many cases the displacement of the bone is minimal and accompanied by little deformity of the facial contour. The more severe injuries where the bone is detached and driven into the antral cavity are associated with ocular disturbances, limitation of mandibular movement, anesthesia in the distribution of the infra-orbital branch of the fifth nerve and flattening of the facial contour.
Anatomy.-The zygomatic bone is quadrilateral in shape and has two processes: (a) Frontal;
(b) Temporal. It constitutes the lateral margin, part of the floor and inferior border of the orbit. It enters into the formation of the maxillary sinus and the infratemporal fossa. The two processes articulate (1) superiorly with the frontal bone, (2) posteriorly with the arch of the temporal bone.
It is attached inferiorly to the maxillary bone and internally to the sphenoid.
The mesial suture line lies slightly lateral to and above the infra-orbital foramen.
Attachments.-The masseter, temporalis and muscles of facial expression are attached to its surface and most important of all the lateral palpebral ligament, a prolongation and thickening of the septum orbitale which along with the orbital fat supports the eye (Fig. 2) . Fracture.-The commonest injury is simple fracture dislocation with separation at the frontozygomatic, sphenoid and temporal suture lines. The body of the bone is displaced downwards and inwards through the lateral wall of the maxillary sinus where it is usually impacted. Fractures of the arch are not so common. Mansfield (1948) in a recent review of 153 cases found that they formed 6-5 % of the total number. The contour of the orbit is broken and there is a step deformity above the infra-orbital foramen.
When the trauma has been severe it may be accompanied by fracture of the body of the bone, comminution of the floor of the orbit and maxillary bone and occasionally fracture of the ethmoidal plate and nasal bones. The antral cavity subsequent to the tearing of the mucosal lining is filled with blood clot. Anaesthesia in the area of distribution of the infra-orbital nerve is almost always present. The backward and downward displacement of the bone may interfere (by impinging on the coronoid process) with mandibular movement. The downward displacement of the lateral wall of the orbit to which is attached the palpebral ligament lowers the level of the outer canthus. The eye is no longer supported in its transverse axis, causing a vertical diplopia (Fig. 3) . The diplopia may be masked on account of concussional damage to the eye itself or hkmatoma of the lids. If untreated it always persists but gradually becomes less evident to the patient who is able by cortical suppression to prevent simultaneous perception. There is, however, a loss of stereoscopic vision and ability to appreciate depth and thus, although the patient may overcome the diplopia, he has in the loss of simultaneous vision a serious handicap. Cortical suppression occurs slowly in adults and more rapidly in children as shown by the amblyopia which develops in convergent squint. The degree of comfort is, however, more readily attained after compensation is settled. Cyclophoria or deviation of the vertical meridian of the cornea from its normal vertical axis may occur if the attachment of the inferior oblique muscle to the lacrimal bone -V--. J. -is damaged. Intorsion of the eye results from unopposed action of the superior oblique muscle. Its presence is suspected if the patient tilts the head on viewing an object. It is one of the most difficult complications to treat and may not be corrected by lenses (Fig. 4) .
Traumatic Injury History and diagnosis.-It is important to ascertain whether there has been any (1) previous nasoantral infection, (2) discharge of cerebrospinal fluid from the nose which would indicate dural rupture.
If seen early the case presents the characteristic flattening of the cheek when viewed from behind and above. This may be masked by the subsequent swelling and cedema. A firm diagnosis on clinical examination can be made if anaesthesia of the side of nose is present and one can palpate a step deformity of the lower border of the orbit. Intra-oral examination reveals a loss of space and contour of the zygomatic maxillary arch in the buccal sulcus.
X-ray examination is essential in order to determine the extent of damage, the displacement and planning of line of treatment. An exaggerated nose-chin projection gives the best view.
Treatment is directed to restoration of function and appearance. There are a variety of methods by which the bone may be elevated and moulded into position:
Intra-oral.-If seen within forty-eight hours many of the less severe fractures may be reduced by intra-oral digital pressure under a short general anaesthetic. The bone may be heard snapping into position when the impaction is undone. In those cases where there has been a history of previous antral infection this should be supplemented by intra-nasal drainage and evacuation of the clot. Kazanjian and Converse (1949) advocate the use of a lever passed behind the bone through an incision in the muco-buccal fold; they have not observed any subsequent infection from this procedure. It is a method used by the late Sir Harold Stiles some forty years ago in Edinburgh. Patterson (1935) describes the use of straight tenaculum forceps to grasp the bone and, by traction, force it into position. This is in many cases satisfactory but is a method which is contra-indicated in the presence of comminution. It is frequently followed by considerable increase in the hxematoma which is already present in most cases.
Organization of the fractures takes place quickly in the upper jaw and there is often some delay before they are reduced. Gillies et al. (1927) describe the use of an elevator passed downwards from an incision in the temporal fossa below the fascia temporalis; this'is the most satisfactory method of manipulating fractures of the arch and disimpacting the-malar bone.
This method whilst restoring the contour of the face and arch does not always eliminate a gap at the fronto-zygomatic suture. It is a simple procedure to supplement this by drawing the two ends of the bone together with a stainless steel wire, and thus ensuring that the lateral palpebral ligament and eye are restored to the correct level. A short vertical incision is made over the suture line, the two ends of the bone exposed and a hole drilled on each side with a fine dental burr and the wire (Brit. gauge 30) inserted (Figs. 5 and 6). multiple fracture depicted in Fig. 1 . Note antrurn is already beginning to clear.
Comminution of the maxilla and floor of the orbit is an indication for direct approach through the antral cavity. I would like to make one point on the Caldwell-Luc operation. The antral mucosa, whether previously infected or not, should invariably be left intact to support the fragments. Any loose portions of bone denuded of periosteal or mucosal covering should be removed and the contour of the cavity restored by gentle tamponage. A liberal amount of penicillin and sulphonamide powder is introduced and the replaced bones maintained in position by a pack wrung out with tinct. benzoin co. The oral incision is closed and the pack removed in seven days' time through the intra-nasal antral opening. Should that lateral nasal wall be comminuted it is often wiser to omit the making of a nasal opening and to remove the pack through the incision in the oral cavity. This may necessitate a subsequent operation to close the oral antral fistula but it allows of the fibrous consolidation of the nasal bone in the more severe injuries.
The routine use of antibiotics in simple fractures of the zygomatic bone is not indicated. The antral clot does not as a rule become infected. Indications for their administrations are (1) the presence of existing naso-antral infection and comminution of bone requiring transantral operations and (2) presence of C.S.F. in the nose indicating dural rupture.
In conclusion I would say that all cases of fracture of the zygomatic bone should have their vision checked after treatment and in the severe injury accompanied by the comminution of the orbit the opinion of the ophthalmic surgeon should be sought before any operative procedure is undertaken.
I should like to thank The Oxford University Press for their permission to use the illustration (Fig. 2) The President said that one point which he had noticed was that Mr. Collins advocated closing the wound in the upper gum margin and providing drainage of the antrum through the nose, whereas Mr. Middleton advised keeping the antral wound open and drainage into the mouth.
Mr. W. 0. Lodge stressed the importance of having photographs and casts taken before operating. Anosmia or deafness should be recorded, if present. The W.R. should be ascertained, and the chest and sinuses X-rayed. It would be disconcerting to discover, late in the conduct of a case, an abnormality such as osteoma of the frontal sinus.
He had been encouraged, while working in Chicago with Cottle and Becker, to perform Joseph's section of the ascending process of the superior maxilla, using a slender keyhole saw, with a bayonet curve, and with handle bent at right-angles. The incision was made within the vestibule or in the cutaneous groove between the ala nasi and the face. A grooved director was inserted and the saw passed along the track. The section having been completed, mnalposition was corrected with Walsham's forceps. Sometimes elevation of the concave side sufficed, but usually it was necessary to perform a counter operation on the convex side. Dorsal humps or depressions were levelled. Subcutaneous resection of the lower lateral cartilages was performed through marginal incisions within the vestibule, the cartilages being put under tension with a fine tenaculum, and partly withdrawn. In this way, bulbous or distorted contours could be corrected.
In other traumatic cases, convoluted vomerine or maxillary fragments were laid upon a wooden block and squashed flat by a blow of the mallet; they were thus rendered suitable for reinsertion, to bring about conservative restoration. This was manifestly better practice than ruthless submucous resection. Mr. Lodge mentioned three other points: One was that the zygomatic bone was of girder-like construction with flat surfaces which could be drilled for the attachment of stay-wires. The second was a method of wiring comminuted superior maxillx such as would protect a suture line after an operation for cleft palate; the sutures which formed a trellis-work should not be drawn too tightly. The third item was a medico-legal episode; an insurance company paid generous compensation to a shepherd who could no longer whistle properly to his dog.
Mr. S. W. G. Hargrove showed some slides of a case in which a man had been involved in a motorcar accident. The patient had been thrown through the windscreen and he received an injury to his face and upper jaw. There was a gash involving the right orbital cavity, upper part of nose, septum, and left cheek. The injury had severed the septum and extended into the pterygopalatine fossa on each side. It was just as if the blow of a hatchet had cut his face in half. The nearest facio-maxillary unit was at Birmingham, Wordsley, and the patient was admitted to Copthorne Hospital where they dealt with emergency cases involving fractures of the upper jaw.
The patient was very ill and had to be given 4 pints of blood before operation. At operation the right eye had to be removed and it was found that there was no floor to the orbit. The eye had been punctured and vitreous had been lost. Mr . Hargrove found it difficult to remove the eye owing to the gross fracturing of the orbital floor. He repaired the lacerations of the lower lid and removed several small pieces of bone which were remnants of the orbital floor and then placed the remaining bones, namely the malar and the floor of the antrum and lateral side of the nose, into position. The skin edges were sewn together.
He dealt with numerous middle face fractures in his area and had not had to use the complicated splints used by facio-maxillary units as he found that these fractures healed very quickly without deformity after bringing the fractured bones in apposition by an external approach. His Dental Surgeon colleague attended to the teeth, making sure that the patient's teeth were in correct apposition using the lower jaw. Radiologist's report (Dr. Humphrey Foy): Facial region.-There is extensive comminution of the right orbital floor, the right antrum, and the right ethmoidal region of the face. The right malar bone is extremely mobile, and is displaced downwards and rotated outwards, and resulting in a large gap at the fronto-malar suture.
There is a step fracture visible on the floor of the left orbital near its junction with the lateral orbital wall.
In addition, there is some fragmentation of the posterior edge of the hard palate. The nasal bones are intact. There is a large amount of haemorrhagic effusion in the ethmoidal malar region. [February 6, 1953] DISCUSSION ON THE MANAGEMENT OF CERVICAL METASTASES FROM LARYNGEAL CARCINOMA Mr. Roland S. Lewis (E.N.T. Surgeon to King's College Hospital and Mount Vernon Hospital and Radium Institute): Nowadays more and more attention is being paid to the secondary deposits in the cervical lymph nodes which may arise from carcinoma of the larynx.' I have always been interested in this subject because I have had more trouble with recurrence in the lymph nodes after laryngectomy than with local recurrence.
For example, Fig. 1 shows a larynx which I removed two and a half years ago. The growth was fixed and involved the greater part of the vocal fold; the ventricle of the larynx was not involved and there was very little subglottic extension-the photograph rather exaggerates this. One year later a small lymph node became palpable deep to the sternomastoid on the same side. I treated this by a radical neck 1 I1 ' _ dissection. Microscopic examination showed that the node had been invaded by a squamous-cell carcinoma. It is now two and a half years after laryngectomy and one and a half years after the neck dissection and the patient is alive and well -but one cannot always count on such results.
Another case with a similar primary growth on the vocal cord got a recurrence in the lymph nodes four months after laryngectomy. After a radical neck dissection nodes appeared on the opposite side of FIG. 1. Carcinoma of the right vocal cord. the neck and though these were treated in the same way the patient eventually died of his disease. In spite of these experiences, I believe it is exceptional to get secondary gland involvement in this type of case and I would like to make it quite clear that I do not advocate the so-called prophylactic block dissection of the neck for growths of the vocal cords. However, there are other types of growth where it might be necessary.
There has not been a great deal written on this subject in this country, though in 1952 (Proc. R. Soc. Med., 45, 255) , in the Discussion at this Section on pharyngo-laryngectomy, Mr. R. D. Owen and Mr. R. Raven both recommended a block dissection of the neck at the same time as laryngectomy for growths of the pyriform fossa and hypopharynx. The subject has been contsidered more fully in other countries-for instance by Brachetto-Brian and Samengo (1950) and Del Sel and Agra (1947) in the Argentine and Pricolo (1950) and Bocca (1952) in Ialy: in the United States Ogu-a and Bello (1952) advocated one-stage laryngectomy and block dissection in all cases of laryngeal cancer except the purely cordal ones. Leroy Schall (1951) and Louis Clerf (1951) have both expressed their agreement with this principle and Clerf has reported some results.
